each patient were obtained from the Swedish Bureau of Census up to and including 1991. Standardised mortality ratios were calculated for all patients, subdivided into a number of categories: inpatients, outpatients, sex, age <75 years, age >75 years, patients with heart and circulatory diseases, with malignant tumours, and with diabetes. The cut off age was set at 74 because this divided the patients into two approximately equal groups. Using time dependent survival regression, the relative risk for dying were estimated for sex, age, and for postoperative YAG laser capsulotomy, and also for diabetic patients and patients with rheumatoid ardtritis. Results-Inpatients almost always show an increased standardised mortality ratio compared with outpatients. Young patients and diabetic patients also showed an increased standardised mortality ratio, compared with the normal population, but not older patients, who constitute the majority. Cardiovascular death diagnoses were overrepresented among the young. Conclusions-Cataract surgery is correlated with an increased standardised mortality ratio only in young patients and in patients with certain complicating diseases like diabetes and cardiovascular diseases. (BrJr Ophthalmol 1995; 79: 1115 -1119 A number of studies have presented statistical evidence that patients operated on for cataract tend to have a shortened life expectancy. '-5 Since an increasing number oflens opacities can be regarded as part of the normal aging process, it is usually suggested that their growth, to such a degree that vision is hampered, reflects the presence of systemic factors that also tend to abbreviate the life of the patient. However The p values indicate significance of difference when compared with the normal population. Trauma, poisoning, and gastrointestinal death diagnosed cases were also examined, but turned out to be too few to make it relevant to analyse them as separate groups.
Six cases out of the total of 5878 surgeries that were recorded did not have a social security number that could be matched with any known number at the Bureau of Census and were therefore not included in the figures. Further, 752 operations were known to be on the patient's second eye, and were therefore excluded. In all, the material comprised data from 5120 patients.
Statistical analyses were made with Fisher's exact test, Rao's score statistics,11 and Cox's regression for life tables.'2
Results
The standardised mortality ratio (SMR) is used to present the results obtained. In any given group of persons, it represents the observed number of deaths divided by the expected number. Table 1 shows that among inpatients, the standardised mortality is increased in both young women (p<0-005) and young men (p=0Q01 1; young is defined here as less than or equal to 74 years old). In contrast, female and male inpatients above or equal to 75 years old do not show any such increase. Among outpatients, the young patients do not have any increased standardised mortality. On the other hand, the elderly (75 years and above) show a significant decrease in their standardised mortality ratio (p<0Q0001).
When comparing inpatients with outpatients, there is always a higher standardised mortality ratio in inpatients (Table 1) .
Older men who have had cataract surgery have a slightly higher standardised mortality ratio than women, but the difference is not statistically significant (p=0 25).
Diabetes known at the time of surgery increases the standardised mortality ratio (Table 2 ). There is in all groups roughly a doubling of the standardised mortality ratio in comparison with non-diabetics. In older outpatients, there is an approximately normal standardised mortality ratio, but this is worse than in older non-diabetic outpatients, who have a decreased standardised mortality ratio.
As in non-diabetics, older men who have had cataract surgery have a slightly higher standarised mortality ratio than women, but the difference is not statistically signficant (p=0 40).
Among the diabetic patients operated on as inpatients, 75% subsequently died (calculation: (20+91)/(29+119)X 100=75). The same percentage (71%) was found for all nondiabetic patients (calculation: (58+551)/ (105+749)X100=71). The difference is not statistically significant (Fisher's exact test). We therefore see no reason to assume that the general health of the diabetic inpatients was much worse than in the non-diabetics at the time of surgery. Table 3 shows that the standardised Cardiovascular disease is one of the most common causes of death. Table 4 shows that there is a slight increase in the standardised mortality ratio in young inpatients operated for cataract. In outpatients, older women have a lowered standardised mortality ratio. The patients in the other groups do not have any statistically significant change in the standardised mortality ratio (Table 4) .
Among the non-diabetic patients who later died because of cardiovascular diseases, there was no significant difference in the percentage operated on as inpatients ((29+336)/ (48+451)X100=73) when compared with all non-diabetic patients ((58+551)/(105+749) X 100=71).
Patients with diabetes at the time of surgery and who later died from a cardiovascular disease (Table 5 ) also showed increased standardised mortality ratios in most groups, but the increase was similar to that seen in diabetic patients (Table 2 ). The p values indicate significance of difference when compared with the normal population. Table 6 . Increased mortality risks were found for men (1.57), diabetic patients (2 02), and rheumatoid patients (2.75).
Thompson et a15 noted a higher adjusted relative hazard for death in patients with nuclear cataract than in patients with other types. We did not score the type of the cataract, and our data therefore do not permit any such analysis.
Discussion
The operations analysed represent all cataract surgery patients in a well defined district, with only minor and insignificant data losses.10 There is not likely to be any economic selection bias in the figures, thanks to the compulsory and comprehensive social security system in Sweden. The total cost paid by the patient is very small and equivalent to about £20 to £30, everything included. Further, the mobility in the district was very low,'0 and errors caused by an influx or outflux of patients in the district can therefore be ignored. Finally, all patients except six were found in the National Population Register, where their death dates and death diagnoses are recorded. There is thus no significant error in the mortality scoring. Consequently we find it likely that the figures presented here come close to representing the true standardised mortality ratios in the different patient groups.
It may be noted that cataract surgery is here used as a proxy for the disease, cataract. This has some statistical effects, particularly among the elderly, as will be discussed.
The number of cataract operations in the district was 1-7 per 1000 inhabitants in 1986 and 3-6 per 1000 inhabitants in 1990.10
Comparable figures from other Western countries are usually lower.13 14 The average patient age did not increase during the period,'0 but the accessibility of the surgical services is hard to assess and to compare with other studies in other ways. However, the accessibility is not likely to be low.
As a rule, inpatients showed a much worse standardised mortality ratio than outpatients. This is as expected, because good general health is an important selection criterion for outpatient surgery. Inpatients are therefore likely to be more fragile than outpatients. Most likely the selection bias was most prominent at the beginning of the study, when outpatient surgery was a new treatment mode.
It should be noted that the present study is based on all the cataract surgery patients in a well defined and monitored population during 1986 
